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 Z 000 Initial Comments  Z 000

Surveyor: 13812

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 11/12/09 and finalized on 

11/13/09, in accordance with Nevada 

Administrative Code, Chapter 449, Facilities for 

Skilled Nursing.

Complaint #NV00023190 was substantiated with 

deficiencies cited. (See Tag Z230)

A Plan of Correction (POC) must be submitted. 

The POC must relate to the care of all patients 

and prevent such occurrences in the future. The 

intended completion dates and the mechanism(s) 

established to assure ongoing compliance must 

be included.

Monitoring visits may be imposed to ensure 

on-going compliance with regulatory 

requirements.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

 Z291

SS=G
NAC449.74487 Nutritional Health; Hydration

2. A facility for skilled nursing shall provide each 

patient in the facility with sufficient fluids to 

maintain proper hydration and health.

.

This Regulation  is not met as evidenced by:

 Z291

Surveyor: 13812

Based on record review and interview, the facility 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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failed to ensure one resident consumed adequate 

fluids to prevent dehydration resulting in 

hospitalization. (Resident #2)

Findings include:

Resident #2 was admitted to the facility with 

diagnoses including dementia, chronic urinary 

tract infections, hallucinations, and renal disease.

On 9/12/09 at 6:02 AM, the nursing notes 

indicated Resident #2 was lethargic and 

dehydrated with shortness of breath.  The nurse 

who had written the note indicated the resident 

had a dry mouth and the urine was dark yellow. 

The resident was on three antibiotics for a urinary 

tract infection.  At 7:00 AM the nursing notes 

indicated the resident was lethargic with rapid 

respirations. The physician was notified and the 

resident was sent to the ER for evaluation.

A review of the hospital record revealed Resident 

#2 was dehydrated with hypernatremia.  Lab 

values were sodium 175 (normal range 135-145), 

HGB 15.8 (normal range 12-16),  HCT 49.3 

(normal range 35-48), BUN 114 (normal range 

8-25), creatinine 3.0 (normal range 0.4-1.4), urine 

specific gravity greater than 1.030 (normal range 

1.006-1.030), WBC 22,000 (normal range 

5000-12,000).

The hospital record indicated the laboratory 

values were lowered significantly after IV 

hydration of the resident.

A review of the fluid intake sheets for September 

of 2009 from the facility indicated Resident #2 

consumed anywhere from 1760 CC's to 2640 

CC's of fluid per day from 9/1/09 until 9/12/09.  

The facility staff only reports estimated 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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percentage consumed from the resident trays 

after each meal, not actual measured amounts. 

An interview with the food service manager 

revealed that each resident is provided with a 

minimum of 880 CC's of fluid with each meal. 

The facility administrator indicated that fluid 

intake and output are only done on new 

admissions unless there is a physician's order. 

There was no evidence the facility staff was 

closely monitoring Resident #2 for adequate fluid 

intake even though the resident had a urinary 

tract infection and was on antibiotic therapy.

Severity:  3  Scope:  1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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